or lymphoma [4] ahead in incidence. Adenocarcinoma seems to be more common in industrialised countries, where intestinal lymphomas are rather rare [5] . [7] , is common in the ileum [5] [9] [10] [11] . Brush cytology may be of value in tumours of the papilla of Vater but often is not conclusive when taken from other sites [12] . Biopsy specimens, too, may fail to verify a histologic diagnosis due to endoscopically not accessible tumour sites. Laboratory examinations and contrast enhanced radiographs often lack characteristic findings as well.
Modern techniques of all-in-one MRT, MRCP and MRA may help to specify the diagnosis of tumours of the duodenopancreatic region [13] and to determine resectability [14] . Sensitivity of MRT is high but specificity varies with tumour site. (Fig. 1) .
MRT and MRCP were performed to further characterise the suspected tumour. MRT (Fig. 2 ) demonstrated a segmental circular wall thickening limited to the descending duodenum. A submucosal tumour, e.g., lymphoma seemed to be the most likely diagnosis. The pancreatic head was normal in size. MRCP showed an unremarkable main pancreatic duct, excluding a pancreatic mass (Fig. 3) .
Endoscopy was repeated and biopsies were taken from around the papilla of Vater. Histopathology of these biopsies again did not reveal any conclusive malignant findings.
On laparotomy a large duodenal tumour of circular intramural growth was found without (Fig. 4) . The patient chains (Fig. 5c ). These findings are conclusive recovered well and was discharged 10 lymphoid tissue (=MALT) of the duodenum. These cells infiltrated the serosa and the pan-Helicobacter pylori, however, was not evident creatic parenchyma also (Fig. 5a) . The papilla neither in the tumour specimen nor in the of Vater was free of blastomatous infiltrates, gastroduodenal biopsies taken preoperatively. 
DISCUSSION
Reconsidering this case history, several questions arise: Could preoperative diagnosis been more effective, has surgery been necessary for this type of neoplastic lesion of duodenum and pancreas, and do primary (extranodal) duodenopancreatic lymphomas belong to the group of gastric lymphomas rather than to the group of intestinal lymphomas?
The few documented cases of primary (=extranodal) duodenal lymphoma reflect the variety of histologic subtypes of B-cell-lymphoma [15] [16] [17] . Lymphomas of the papilla of Vater may form another subgroup of intestinal B-cell-lymphoma [18] [19] [20] Only little experience with the heterogeneous group of small bowel B-cell lymphomas has been gathered so far and treatment recommendations are still a matter of debate [22] . Several studies are currently on their way to compare radiotherapy, chemotherapy, surgery and multimodal approaches. There is only minor evidence [23] , that eradication of Helicobacter pylori is beneficial in other than gastric lymphoma. Resection still is the predominant treatment for duodenopancreatic lymphoma [24, 25] as for any duodenopancreatic tumour of suspected malignancy, due to the lack of clinical data on medical treatment options, and, of course due to the difficulties of finding a preoperative diagnosis as well. It is another "dilemma" for surgeons [26] that the decision whether to resect or not to resect such a tumour often has to be made without a definite histopathologic diagnosis.
In the presented case, a tumour of the duodenopancreatic region was suspected but no histologic findings were obtained in the course of diagnostic procedures. Only MRT properly identified an intramural duodenal tumour.
But experience in viewing such tumours still is too limited as to provide a specific characterisation of rare lesions. In such cases it will be left to the surgeon to decide, whether to resect a duodenopancreatic tumour of unknown histology or not.
